Introduction
Britain differs from mainland Europe in that it has fewer intensive care beds per 100 000 population.' As a consequence, a higher proportion of intensive care patients in the UK require mechanical ventilation and, by implication, more acutely ill, though non-ventilated patients are managed in non-intensive care ward areas. An intermediate care area, such as a high dependency unit (HDU), would therefore be beneficial for many of these patients.
An HDU is defined by the Association of Anaesthetists of Great Britain and Ireland2 as 'an area for patients who require more intensive observation, treatment and nursing care than can be provided on a general ward. It would not normally accept patients requiring mechanical ventilation, but could manage those receiving invasive monitoring'.
A 1988 survey' from the Association of Anaesthetists identified only 55 hospitals in the UK with HDU facilities. However, a more recent audit4 identified that only 39 of 256 hospitals now have a designated HDU. We recently published a study' costing intensive care and high dependency care in our hospital. Our case mix and levels of monitoring and staffing may significantly differ from general HDUs in other hospitals, thus making meaningful comparison difficult. We therefore undertook a survey to determine the size and character of HDUs identified by the recent report.4
Methods
The 39 units identified by the Royal College of Anaesthetists Audit4 were provided by the author (J Stoddart, personal communication). A telephone survey was conducted to confirm their current existence, identify any other HDUs within the hospitals and to ascertain the named consultant in charge of each unit to whom a questionnaire would be sent.
A postal questionnaire comprising 32 closed questions was sent. Two weeks were provided for questionnaire completion and all nonrespondents were contacted with a follow-up postal questionnaire. The total duration of data collection was six weeks. A second telephone survey was conducted after the initial data analysis to clarify any points of ambiguity.
Results
From the initial telephone survey six of the previous 39 HDUs identified were now closed due to budgetary constraints. The total number of HDUs was 37 from a total of 33 hospitals, since two hospitals were subsequently identified as having more than one HDU facility. The response rate for completed questionnaires was 76% providing information on 28 HDUs in 26 hospitals. The geographical locations of these hospitals were as follows: London (n = 6), South England (n = 2), North England (n = 11), Scotland (n = 3), Wales (n = 3) and Northern Ireland (n = 1). The type and size of each responding hospital is shown in figure 1 and other specialist units is identified within the hospitals are displayed in table 1.
Most HDUs (82%, n = 23) were geographically distinct from the intensive care unit Patients considered unlikely to benefit from intensive care in the study were either low risk monitored patients or high risk patients who die despite aggressive therapy. However, they were unable to find any data as studies identified these patients after admission to the intensive care unit rather than before. Thus, they shifted the emphasis of their study to find, within the first 24 hours of intensive care unit admission, those patients who could be managed in a less resourceintensive environment without having a negative effect on outcome. Again, no studies were found so they recommended a multicentre study should be performed to determine outcomes on patients identified as low risk who are randomly assigned to alternative hospital locations for treatment compared with those assigned to continued intensive care unit treatment until routine discharge.
A further justification for HDU facilities arises from the recent initiative to reduce junior doctors' working hours. This has resulted in decreased cover at nights and weekends so concentration of sicker patients in a better staffed and monitored area may be advantageous. Nurse practitioners '7 In conclusion, HDU facilities are generally lacking in the UK. Proper utilisation of this resource could have significant implications on outcome and benefit. Studies of costeffectiveness and outcome benefit are urgently needed to validate this.
